Further course: Six months after the operation the patient shows no evidence of abnormal thyroid function. There has been no recurrence of heart failure or of anemia and the chest X-ray shows no enlargement of lymph nodes. Plasma proteins have returned to normal.
Discussion
Histological evidence of involvement of the thyroid is not infrequently found at autopsy in cases of sarcoidosis (Longcope & Freiman 1952) . The function of the thyroid was normal in these cases. The association of sarcoidosis and hyperthyroidism has been reported on several occasions, but the presence of sarcoid tissue in a toxic goitre is very unusual. Cummins et al. (1951) described a case of hyperthyroidism with sarcoid changes in the thyroid. There was, however, no clinical or pathological evidence of sarcoid elsewhere and the possibility of a local sarcoid reaction cannot be excluded. The patient reported by Oldberg (1943) was considered to have generalized sarcoidosis, but possible caseation and a single acidfast bacillus were seen in one ofthe thyroid lesions.
Interesting features of the present case are the high level of thyroid auto-antibodies and the abnormally hard goitre, an association which suggests Hashimoto's disease. However, the patient had clear evidence of hyperthyroidism. Roitt & Doniach (1960) have reported high levels of auto-antibodies in thyrotoxicosis. Schade et al. (1960) found that those cases with high levels of thyroglobulin tanned red cell antibodies had appreciable lymphocytic infiltration ofthe thyroid.
No such infiltration was present in the thyroid of our case, and it is interesting to speculate whether infiltration of the thyroid with sarcoid tissue resulted in production of auto-antibodies.
It is unlikely that thyrotoxicosis could have resulted from sarcoid involvement of the thyroid and there is evidence that the hyperthyroidism preceded the sarcoidosis. It is more likely that the association of these two common conditions is fortuitous.
The following cases were also shown: Progress: Treated with tetracycline with initial improvement but condition later deteriorated. Ps. pyocyanea (sensitive to colimycin) had by then been isolated from the urine and treatment was changed to colimycin. Deterioration continued and gross abdominal distension developed. An indefinite mass became palpable in the right loin. An intravenous pyelogram showed excretion by a double left kidney but no excretion on the right. Colimycinwas continuedand the child's condition gradually improved. A second IVP (Dr J B Howells) (Fig 1) now showed bilateral duplex kidneys. The upper left kidney was normal, the upper right kidney non-functioning and both lower kidneys were hydronephrotic. A large ureterocele was present in the bladder. Operation 11.1.63 (Mr J Burke): The upper right kidney and most of its dilated ureter were removed. The ureterocele at its lower end was excised by a transvesical approach. The post-operative course was uneventful.
Comment
The region between the ureteric orifices and the verumontanum is developed from the lower end of the wolffian duct and, being similarly derived, the ureters and any reduplication of them must open into this part of the urinary tract. If an accessory ureteric bud develops there will be two kidneys on that side, each with its own ureter. The ureter of the lower kidney always opens at the correct site whilst that draining the upper kidney must open somewhere below this and is therefore ectopic. The ureters cross each other because the highest ureteric orifice drains the lowest kidney and vice versa.
A solitary and correctly sited ureter (single ureters are rarely ectopic) may have a ureterocele at its lower end and if it does it takes the form of a terminal 'blow-out' and is called a simple ureterocele. Much more common in childhood are ureteroceles affecting ectopic ureters and in these the ureterocele is a side 'blow-out'; the ureteric orifice itself is usually in the prostatic urethra and may be difficult to find (Fig 2) . Such an ectopic ureterocele may obstruct its own (upper) kidney; by drawing up on to its slopes the normally situated ureteric orifice it may obstruct the ipsilateral lower kidney as well (Fig 2) . If it is so large that it crosses the midline it may also obstruct the opening of the normal ureter on the other side. Such was the case here (Fig 3) . Lastly, a ureterocele may obstruct the bladder neck or even rarely prolapse through the female external urinary meatus.
Most children with ureterocele present during the first year of life with persistent urinary infections, to which they are predisposed by the ob-struction. Ureterocele is a rare condition, especially in males. In the past ten years there have been only 40 cases at Great Ormond Street and during a similar period 2 cases at University College Hospital (Sidaway 1962) .
A good intravenous pyelogram is by far the most important requirement for diagnosis. The IVP in this case (Fig 1) shows no function by the upper right kidney because its ureter is completely obstructed by its pinhole ureteric orifice; the upper left kidney is normal because the opening of the ureter that drains it is ectopic and therefore out of reach of the obstructing influence of the ureterocele. Both lower kidneys are partially obstructed by the ureterocele and the right one shows the characteristic 'drooping flower' appearance. The ureterocele itself shows as a large filling defect in the bladder surrounded by a completely undeserved halo.
A simple ureterocele unassociated with much back pressure may be slit open by endoscopic diathermy. If there is back pressure then the kidney will probably not be worth saving and destruction of the ureterocele may lead to reflux. In these cases uncapping of the ureterocele should be combined with nephro-ureterectomy. Similarly, heminephrectomy and ureterectomy with transvesical excision of the ureterocele is the best operation for ectopic ureteroceles as illustrated by Fig 3. Herpes Zoster Presenting with Retention of Urine J Burke Mch FRCS H K, male, aged 60 History: Referred to hospital on 22.3.58 with shingles and retention of urine. The patient stated hehad developed a painfulrash on therightbuttock two weeks previously. For four to five days he had had increasing frequency, dysuria and difficulty in passing urine. There had been complete stoppage over the previous twenty-four hours. His bowels were usually regular, but he had suffered from severe constipation for five days. He had also noticed some numbness on the back of both thighs. On examination: Apyrexial. Typical herpes zoster rash on the posterior aspect of the right buttock, inner aspect of right thigh, lateral aspect of scrotum on right, corresponding with distribution of cutaneous segments, S.2, 3 and 4 (Fig 1) . Bladder enlarged, tense, tender, half-way to umbilicus.
Lax anal sphincter. Prostate small and not tender. The patient was catheterized. The urine contained numerous erythrocytes and leucocytes but was sterile on culture. Investigations: Cystoscopy (25.3.58): capacity 10 oz; slightlytrabeculated bladder; scatteredpatches of intense erythema, on right side of bladaer, involving fundus and trigone; well-marked lesion lateral to right ureteric orifice showed two small central sloughs; no lesion seen on left side of bladder. Sigmoidoscopy: normal mucosa to 25 cm. Intravenous pyelography (27.3.58) : no abnormality. Progress: The patient was treated with an indwelling Foley catheter for two weeks. When the catheter was removed retention recurred, and it was necessary to replace a catheter for another week. On 2.4.58 he was seen by Dr R N Ironside, who noted on the right side slight impairment of sensation to cotton wool and pin prick over S.2, 3 and 4, slight diminution of the ankle-jerk and a flexor plantar response, but no motor weakness. He thought it likely that the retention was due to an associated herpetic myelitis and suggested lumbar puncture. Lumbar puncture (3.4.58) showed: pressure 110 mm; Queckenstedt: normal quick rise to 150 mm and slow fall to 120 mm; crystal clear fluid; protein 40 mg/100 ml; globulin, no increase; chlorides 660 mg/ 100 ml; red blood cells 15, lymphocytes 10 per c.mm. On 6.4.58 the herpetic rash was still painful and constipation remained troublesome, but on 12.4.58, the rash was noted to be fading. 
